Since the end of World War II, the strictly medical management of and rehabilitative interventions for persons with various disabilities (including those following stroke and head trauma) have been supplemented by various paramedical remedial or functionally enhancing services (e.g. physical and occupational therapies, speech therapy, and psychological and vocational counseling). However, such interventions (which have come to be accepted as part of conventional rehabilitation programs) have been useful primarily in the case of the more severely impaired and functionally incapacitated individuals who do not require custodial care. Such services, however, have proved to be inadequate in the case of brain-injured individuals with milder forms of cognitive or functional impairments that, nevertheless, prevent the 'smooth' reintegration of these individuals with their families or their return to work.
The failure of the amalgam of conventional rehabilitative approaches to adequately accommodate the needs of so-called minimally or mildly braininjured persons prompted serious examination of the premises and theoretical considerations on which the various physical, neurocognitive, and neurobehavioral rehabilitative practices were based. Such examinations were accompanied by numerous clinical research studies that were aimed at establishing the efficacy, external validation, and theoretical plausibility of specific remedial techniques employed by rehabilitation professionals. There was much skepticism as to whether anything could be done to help individuals with brain damage once neurons were destroyed or damaged.
Much of the research activities from the 1950s through the 1970s were driven by the desire to formulate empirically based therapies, strategies, and measurements in a search to develop evidence for the efficacy and usefulness of neuropsychological rehabilitation. The disuse of still intact abilities is not a conscious phenomenon. By using the word 'defense,' Goldstein emphasized that he did not subscribe to the psychoanalytical notions of 'defense mechanisms'; rather, the disuse of still intact abilities is an innate protective mechanism, which "in the brain-impaired person occurs passively (i.e. automatically) through organismic adjustment." 8 A corollary to the disuse of intact abilities is when the patient is actually in a state of a major, or minor, form of catastrophic response, which Goldstein 9 described as a symptom of "disordered functioning of the whole organism, which shows all the characteristics of severe anxiety." The authors have frequently observed 'novices' in neuropsychological assessment arriving at faulty neurodiagnostic conclusions in persons with pronounced frontal lobe dysinhibition syndromes. In one case, the person's rash, poorly modulated, and inadequately self-monitored statements led the examiner to conclude that the patient was "unable to empathize" with others.
In another case, on the basis of written statements containing grammatical and syntactic errors, the examiner diagnosed "the presence of aphasic problems."
In a third case, failure to adequately perform the Wechsler Adult Intelligence Scale III block design tests led to the conclusion that the patient's 
Considerations for Treatment
A basic assumption by Goldstein is that when it is impossible to restore an organism to its full (pre-injury) integrity, a state of 'health' can be established if the patient's environment is so organized and structured by others that the patient can cope with the situational demands that confront him or her. Under such conditions, the likelihood of catastrophic reactions will be significantly reduced. Thus, an ordered (and structured) environment will enable the patient to cope. The ability to cope (based on an inherent characteristic of human nature) "will lead the patient to feel healthy." 9 However, "becoming healthy demands a transformation of the individual's personality" to enable the person to bear restrictions that will inevitably result from having to live in an environment that is organized and structured by others. Therefore, only by accepting such restrictions can the person feel that "life remains worth living in spite of restrictions." 9 "The central aim of therapy" in a rehabilitation context is to help the brain-injured person to accept restrictions, i.e. limitations, with equanimity and "to make the right choices," since only this will help the patient "feel that life is worth living." 10 It is therefore "our task in therapy to help the patient to realize the necessity of [accepting] Although typical programs focus on the development of sets of skills, in a holistic program the development of skills is seen as part of a larger process.
In this process, the teaching style and the calibration (for level of complexity) of the tasks that will have to be performed as part of the remedial training 
